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Penicillium marneffei Infection in an 
A IDS Patient 
Autopsy revealed moderate growth of Staphylo- 
coccus aureus in the above-mentioned cerebral 
mass, lungs and liver. Microscopic examination 
of sputum and lung tissue showed Pneumocystis 
carinii. Histopathological examination of lung 
and liver tissue showed the presence of fila- 
ments of Penicillium rnarneffei, and this organ- 
ism was cultured from lung tissue. We conclude 
that the patient was infected with several op- 
portunistic pathogens. Penicillium marneffei has 
been described as an opportunistic pathogen in 
patients in Southeast Asia (2). It is regarded as 
the only pathogenic Penicillium species (R. S. 
Samson, unpublished data), although some 
other Penicitlium species have been reported as
pathogens (3). Our isolate was probably not re- 
sponsible for the rapid deterioration and sudden 
death in this patient, although case reports have 
indicated that this fungus can be a cause of 
progressive disease or ultimate death in AIDS 
patients (4, 5). 
A 47-year-old homosexual man, who was HIV 
antibody positive, was admitted to the Depart- 
ment of Internal Medicine of the University 
Hospital Rotterdam-Dijkzigt with a history of 
several weeks of daily spiking fever (39°-40 °C). 
Five months before admission he had travelled 
in rural Thailand. Physical examination re- 
vealed an enlarged liver and spleen. X-ray of the 
thorax showed a mild diffuse infiltrate. In- 
vestigations (tests for malaria and leishmania, 
blood cultures, serological tests etc.) revealed 
no infectious origin. Bronchoalveotar lavage 
revealed no microbial pathogens. 
As a sudden and rapid deterioration in the 
neurological condition of the patient was noted, 
a computed tomography scan of the brain was 
performed and revealed an enhancing mass with 
a diameter of about 4 cm. Empiric therapy for 
suspected toxoplasmosis infection was started, 
consisting of pyrimethamine and sulfadiazine. A
liver biopsy yielded one Penicillium colony that 
initially grew at 26 °C. This fungus was 
identified as Penicillium marneffei strain 
Segretain. A sero-precipitin test performed by 
means of immunodiffusion with Penicillium 
rnarneffei as antigen was positive. This result 
was obtained by courtesy of A.S. Sekhon, Na- 
tional Reference Centre for Human Mycotic 
Diseases, Provincial Laboratory of Public 
Health, University of Alberta, Canada (1). 
Therapy with amphotericin B and flucytosine 
was started. The same day, broth culture of a 
cerebrospinal f uid sample revealed staphylo- 
cocci. As a result of this finding, flucloxacillin 
was added to the patient's therapeutic regimen. 
Despite therapy the patient died one day later. 
Staphylococcus aureus was cultured from the 
cerebrospinal fluid post mortem. 
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